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//...only one in eighteen dependent drinkers is 
able to access specialist treatment each year // 



EDITORIAL / COLIN DRUMMOND 


Alcohol: two steps forward, one step back 


After a long delay, this month saw the 
publication of Models of Care for Alcohol 
Misusers (MOCAM) 1 . Published by the 
National Treatment Agency for Substance 
Misuse and the Department of Health, this is 
effectively a national service framework for 
alcohol treatment in England. 


T his is a welcome development which 

provides guidance as to how the gaps in 
treatment provision identified in the 
Alcohol Needs Assessment Research Project 
(ANARP) can be filled 2 . 

ANARP found that 7m people in England 
are hazardous or harmful drinkers and a 
further 1m are dependent. However, only one 
in 18 dependent drinkers is able to access 
specialist treatment each year. This is far short 
of what is regarded as a "low" level of access 
in other countries, and there are large regional 
variations in access that need to be addressed. 
MOCAM, along with the treatment 


effectiveness review (still to be published at 
the time of writing), provides a clear picture of 
what works and what is needed. MOCAM 
highlights the minimum interventions that 
should be commissioned within each tier of 
provision. For Tier 1 what is needed is targeted 
screening and brief interventions in primary 
care, A&E, criminal justice and other non¬ 
addiction-specialist settings, and referral for 
those requiring specialist treatment. Open 
access Tier 2 services provided by competent 
trained personnel are to be commissioned. Tier 
3 and 4 structured care is needed in 
community and residential settings 
respectively. MOCAM goes on to identify the 
details of how this should be structured and 
provided. 

So everything is fine then? Well, no, not 
exactly. It is not clear how this is going to be 
resourced. Some new money has been 
identified for implementation of screening 
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New network to boost 
addiction research 


A new national addiction research 
network has been funded by the 
Department of Health’s Mental Health 
Research Network. The Treatment of 
Addiction Research Group (TARG) 
aims to develop and evaluate novel, 
innovative, effective treatment 
approaches for a range of addictions, 
including psychosocial and 
pharmacological interventions. The 
research methods will be primarily 
multicentre randomised controlled 
trials, but will include qualitative, 
clinical experimental, health economic 
and other health service research 
approaches as needed. 


TARG is a multidisciplinary group of 19 
researchers in England, convened by 
Colin Drummond at St George’s, 
University of London, with deputy 
conveners Prof liana Crome of Keele 
University and Dr Judy Myles of St 
George’s. It includes addiction 
psychiatrists, clinical psychologists, 
epidemiologists, a health economist, 
an anthropologist and psycho¬ 
pharmacologists. We will also have 
service user representation on the 
group. 

There were many other people we 
would have liked to include in the 
group, but at this stage we have been 
limited to the number we have by the 
MHRN brief. But collectively, the 
membership represents the principal 
groups in England working on 
addiction research, many of whom have 
already formed successful research 
collaborations. We will look at ways this 
can be expanded in the future. 

The funding was obtained against 
strong competition, which is a major 
achievement for addiction. This will 
help to increase the profile of addiction 
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EDITORIAL 


Alcohol: A Europe-wide problem 


O ver the last year two of my closest 

friends have joined me in the realms of 
fatherhood. As a consequence I’ve 
witnessed a new found air of responsibility 
breaking out amongst my thirty-something 
fraternity. Knowing my anorak tendencies for 
all things alcohol-related they recently quizzed 
me about the value of DES (ie designated 

driver schemes) and how 
this initiative would work 
during the recent World 
Cup: anyone they knew 
who wished to watch the 
football with a pint would 
decline ever to be a DES. 
In fact they challenged me 
to find out why anyone 
would want to become a 
DES - if the acronym 
wasn’t bad enough they also agreed that all 
sensible DES’s would stay at home and advise 
the bus home. 

My initial search lead me to the 
drinkaware website 1 which promotes DES as 
part of the industries’ "Getting home safely" 
campaign which also recognises alcohol’s 
propensity to cause errors in judgement even if 
one plans for the bus. The website suggests, 

".. .put aside cash - even if it means sticking it 
in your shoe - so you don’t spend it!" 

Ever the stickler for an evidence-base my 
search for information on the validity of DES’s 
coincided with the launch of the most 
comprehensive report to date on the burden 
of alcohol in Europe. Anderson and 
Baumberg’s report 2 on alcohol is hugely 
significant for those involved in public health, 
education, treatment and policy arenas and 
offers 10 chapters and 423 pages of evidence - 
based discussion and critique of the alcohol- 
related problems facing the European Union. 
The authors collated data, policy information 
and convened five stakeholder hearings as part 
of their analysis of the social, health and 
economic burden of alcohol across the EU, 
which is identified as the heaviest drinking 
region in the world with 40million adults 
consuming alcohol excessively with a third 
(lOOmillion) binging on alcohol once a month. 

This report is broken down into a highly 
useable structure and format; providing a 
summary of key findings for each of the 
chapters that include, amongst others, 
prevalence, impact of alcohol, effectiveness of 
alcohol policies and strictness of EU states’ 
alcohol policies. Some of the sources of 
information will be familiar to those with 
similar anorak tendencies to me, yet Anderson 
and Baumberg provide a comprehensive 
review and reanalysis of the literature and data 
to provide a pan-European perspective. This 
also included a critique and evaluation of 
various alcohol policy options including DES. 

The more I read this report, and reflected 
on its findings, the more it reminded me of the 
summary data provided in the Cabinet Office’s 
Interim Analytical report for the Alcohol Harm 
Reduction project 3 . The interim report 
highlighted similar issues to those raised by 
Anderson and Baumberg’s report for the EU 
however it was not so eloquent or thorough. 


Both projects provide extensive evidence for 
the need for strategic interventions to reduce 
the burden of alcohol consumption. Alcohol is 
identified as the third highest risk factor for ill 
health in the EU after tobacco and high blood 
pressure and responsible for approximately 
193,000 deaths each year. Impressively, the 
authors of this new report have estimated that 
a one litre reduction in alcohol consumption 
would decrease total mortality in men by 1-3%. 
Furthermore, they also identify that current 
research suggests that reductions in 
consumption may not lead to job losses in the 
economy as a whole, often a concern of the 
industry. 

So it beggars belief as to why our 
government didn’t adopt a stronger policy 
stance in the strategy released in 2004 4 , in 
which the Prime Minister states in the foreword 
".. .it (Ed. the alcohol strategy) clearly shows 
the best way to minimise the harms is through 
partnership between government, local 
authorities, police, industry and the public 
themselves." Bunkum.. .Anderson & 
Baumberg’s report highlights the weight of 
scientific evidence per policy/strategy (Chapter 
7) and points to a number of interventions that 
have a positive influence in reducing alcohol- 
related harm that are missing from our 
national strategy including; the use of 
increased taxation, lowering the legal drink- 
drive limit and restricting availability. In fact 
many of the strategies endorsed by this 
partnership are those with the weakest 
scientific evidence including our friend DES, 
which obtains limited evidence and is not 
currently found to have any impact. 

Finally, Anderson & Baumberg examines 
the strictness of alcohol policies in Europe and 
identifies Greece as having the most lenient 
policy compared to Norway as the strictest, 
with the UK achieving a mid-range rating. 

Therefore, I would recommend this report 
to all, researchers, local strategic partnerships, 
commissioners, treatment providers, 
governments with an interest in reducing 
alcohol-related harms who are due to review 
existing policies in 2007 and of course fellow 
anoraks. 

Tom Phillips 
SCAN policy advisor 
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Two steps forward 
and one step back 


and brief interventions in a DH guidance document: 
Alcohol misuse interventions: guidance on 
developing a local programme of improvement. 3 
This indicates that "PCTs have been notified that 
£15m per annum will be included within the PCTs 
general allocation from 2007/8 onwards to 'help 
PCTs to improve their local arrangements for 
commissioning and delivering alcohol 
interventions'". 

All well and good; but £15m represents only 
approximately a 7% increase in funding for alcohol 
treatment (estimated to be currently around 
£217m). The scope of fully implementing MOCAM is 
likely to be much greater. If the money is spent on 
expanding Tier 1 interventions and primary care and 
other health, social and criminal justice personnel 
started screening more systematically for alcohol 
problems, as is called for by MOCAM, they are likely 
to increase demand for specialist alcohol services. 
This would presumably increase the gap in access 
identified in ANARP if specialist services are not 
correspondingly enhanced. And there's a danger 
that hard-pressed PCTs may find any extra money 
more useful in shoring up existing acute services 
rather than developing anything new for alcohol, 
since the new alcohol money is not ring fenced. 

There seems to be some recognition of this 
concern in that the DH guidance 3 : "While 
organisations may want to deliver innovative 
solutions to old problems, they may also want to 
consider maintaining existing levels of investment 
and service and include existing service providers as 
part of the solution wherever possible." A 
characteristic of the DH guidance is that it is 
extremely "light touch", in Whitehall parlance, 
leaving decisions very much up to local 
commissioners. SCAN is aware of commissioners 
looking at withdrawing funding from specialist Tier 
3 services to fund "innovative" screening and brief 
interventions in primary care. Of course we need 
more early intervention and prevention activity with 
the hazardous/harmful drinkers as highlighted in the 
Alcohol Harm Reduction Strategy 4 and MOCAM. But 
this should not be at the expense of already 
overstretched services for those people with more 
severe alcohol dependence. This would be a 
perverse interpretation of the national guidance 
and of the evidence base. And all this is happening 
at a time when we learn that admissions to acute 
care for people with alcohol related illness have 
doubled in the past ten years and have never been 
at a higher level. 5 

SCAN is also receiving reports of commissioners 
withdrawing funding from alcohol services to meet 
drug misuse waiting time and retention targets. 
Combined drug and alcohol teams are particularly 
vulnerable to this kind of diversion of resources 
from alcohol treatment into drugs treatment. We 
have heard of services where the current caseload 
and referrals are predominantly patients with 
alcohol dependence, and they are being instructed 
by commissioners to restrict access for these patients 
to treat predominantly drug misusers. This has partly 
arisen because drug misuse has specific NTA targets 
to meet whereas alcohol treatment only needs to 
fall within general mental health NHS waiting time 
targets and there are no specific targets on 
treatment access or outcome to be met within the 
alcohol strategy. We believe that this represents 
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clear discrimination on the grounds of diagnosis. 
Access to treatment should be based on need 
rather than diagnosis. SCAN is currently planning a 
more detailed survey of diversion of alcohol 
resources into drug treatment. 

So what can be done? All the various reports 
and central guidance documents highlighted here 
point to the need for greater treatment provision 
for alcohol misuse across the spectrum from 
hazardous and harmful drinkers through to those 
with more severe alcohol dependence. This should 
be welcomed by the field. However, without clear 
priorities and targets and greater central funding, 
all of this runs the risk of falling on deaf ears at a 
local level. The role of addiction specialists 
throughout the history of this field has been to act 
as champions in improving service provision. Now is 
the time for us to be influencing policy makers 
locally and nationally to unlock funding through 
the next Comprehensive Spending Review, and to 
ensure that it is targeted appropriately. We need to 
highlight examples of withdrawal of funding for 
alcohol services and the negative impact that has 
on individuals and their families. This is also a good 
case for having separate drug and alcohol services, 
so that limited alcohol treatment resources could be 
protected. 

Also, with the advent of practice-based 
commissioning, we increasingly need to convince 
our colleagues in primary care that spending money 
on alcohol treatment can reduce healthcare costs 
further down the line in acute and primary care 
settings. MOCAM, the evidence review, and the 
national guidance are all in agreement that alcohol 
treatment is cost-effective and we need more of it. 
But at the moment it feels like 'two steps forward 
and one back.' 


SHO training posts in addiction psychiatry: 
establishing a baseline ( 2006 ) 


With the recent launch of the Postgraduate Medical Education and Training Board, concerns 
have been expressed that addiction psychiatry may be disadvantaged under the new system. 
In particular, the Modernising Medical Careers (MMC) initiative, which is intended to reform 
the Senior House Officer (SHO) grade, has generated questions about how addiction 
psychiatry will fare. In the interests of establishing a baseline, the Royal College of 
Psychiatrists' Faculty of Addictions asked the Specialist Clinical Addiction Network (SCAN) to 
undertake a survey of Consultant Psychiatrists in addiction to find out how many currently 
have SHOs under their supervision. SCAN has the most reliable and comprehensive database 
of addiction specialists in the UK and was best placed to undertake this survey. 

A brief survey was sent to 192 NHS consultant psychiatrists in addiction in England, 
Scotland, Wales and Northern Ireland, asking them whether they are an educational 
supervisor for an SHO post. 

104 respondents identified that they supervised SHOs (from 0.1 - 2.0 whole time 
equivalent (wte) posts) and 51 stated that they do not currently supervise SHOs. The UK 
breakdown of identified SHO posts was thus (Table 1): England 75.4 wte; Scotland 11.5 wte; 
Wales 4 wte; and Northern Ireland 6 wte. Our data identifies that the 96.9 wte are likely to 
represent 111 individual SHOs, however, this is likely to be a slight underestimate as in some 
cases 1 wte equivalent may actually be two separate SHOs each working 0.5 wte. 


Table 1 

SHO posts 
(WTE) 

Cons psychiatrists 
who reported an 
SHO attachment (n) 

Cons psychiatrists 
who reported no 
SHO attachment (n) 

Total no of 
cons psychiatrists 
surveyed 

East Midlands 

4.1 

5(100%) 

_ 

7 

East of England 

7.5 

9 (69%) 

4(31%) 

15 

London 

19.3 

25 (69%) 

11 (31%) 

41 

North East 

2 

2 (50%) 

2 (50%) 

7 

North West 

4.5 

3 (50%) 

3 (50%) 

11 

South East 

12 

11 (65%) 

6 (35%) 

19 

South West 

7 

8 (42%) 

11 (58%) 

24 

West Mids 

11 

9 (64%) 

5 (36%) 

18 

Yorks & Humberside 8 

8 (80%) 

2 (20%) 

12 

Northern Ireland 

6 

6(100%) 

- 

7 

Scotland 

11.5 

14 (74%) 

5 (26%) 

22 

Wales 

4 

4 (67%) 

2 (33%) 

9 

UK TOTALS 

96.9 

104 (67%) 

51 (33%) 

192 


• Colin Drummond, Editor 
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Results showed London held the largest number of SHO posts by region; N East the least. 
However, expressed as a percentage of consultants per region who responded (table 2), the 
data showed that 100% of respondents in N Ireland and E Midlands held SHO posts in 
addiction, with the S West the least with only 42% of consultants supervising SHO trainees. 

Table 2 Distribution of SHO Attachments to consultant psychiatrists by region 

% 

100 - - - - - - - - - - - - 

90 - - - - - - - - - - - - 

30 _ - - - - - - - - - - - 

70 - - - - - - - - - - - - 

60 - - - - - - - - - - - - 

50 - - - - - - - - - - - - 

40 _ - - - - - - - - - - - 

30 _ - - - - - - - - - - - 

20 - - - - - - - - - - - - 

10 - - - - - - - - - - - - 

0 _ - - - - - - - - - - - 


Scot 



West 

Mids 


Yorks/ East of South Northern North 
Hum Eng West Ireland West 


East 

Mids 


Wales 


North 

East 


The capture of SHO post data proved complex. The survey was sent by email requesting an 
email response. 65% response rate augmented by a telephone follow up to non-respondents. 
In total, SCAN received an 81% response rate (N=155). 

Averaged across England, Scotland, Northern Ireland and Wales, 67% of all consultant 
psychiatrists in addiction hold an SHO post. With an 81% response rate, a baseline has been 
established against which to measure the changes that Foundation training and MMC will 
bring to the specialty. Clearly there is wide regional variation in the number of SHO posts (i.e. 
42% -100%). There is considerable potential to expand availability of training in addiction 
psychiatry to the benefit of the specialty and psychiatry in general. It will be important to 
follow up this survey once Foundation Training has been introduced. 

Meredith T. Mora, Tom Phillips & Colin Drummond 
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INTERVIEW 


The alcohol field: changes, 
challenges, and seizing new 
opportunities 

In the addiction field for over 30 years, Dr Jonathan Chick is a consultant 
psychiatrist and alcohol expert in Edinburgh who has specialised in research in 
detection and treatment of heavy drinkers. Here he reflects on what drew him 
to the field, what he considers to be the major shifts in the field, and what keeps 
him intrigued. Interview by Meredith T. Mora, SCANbites Features Editor. 


What drew you to the alcohol field? 

I wanted to work at the MRC Epidemiology 
Unit here in Edinburgh after I’d finished my 
specialist qualification, and they had 
funding for two areas at that time - either 
self-harm or alcohol. I chose alcohol 
because it was newly on the agenda. We 
looked at concepts of alcohol dependence, 
alcohol problems, and alcohol 
consumption - and how these different 
domains were related. 

We went to Edinburgh’s two main 
industries for populations of working men 
where we knew we would find heavy 
drinkers - alcohol production, and 
investment and finance. So in addition to 
going to the distilleries and breweries for 
research subjects, we went to the Institute 
of Directors, to very elegant offices on 
Charlotte Square and George Street. What 
surprised me most was not the ease of 
getting an interview - we had a rather 
skilled secretary helping us with arranging 
them - but the difficulty getting away!! 

They wanted to tell you everything, and 
sometimes of course, as a researcher you’re 
in a rather awkward ethical position 
because they then reveal all kinds of 
troubles, and you can only give them advice 
to seek the appropriate help. 

They wanted to know their blood test 
results, and we could see from the survey 
that there were people, all of whom were 
working, who were on the brink of a 
problem, who had already begun to show 
warning signs, and we saw from the way 
they were reacting that they were interested 
in knowing whether they could do 
something to curtail the problem - and that 
was the beginning of my interest in alcohol 
treatment. 

I asked because I learned recendy that 
as a med student, Colin Drummond was 
working on a hepatology ward at a big 
institution in Glasgow. On the ward 
round he met a patient who was very 
articulate and intelligent who had a 
good job and a family, both of which he 
was at risk of losing, but he ended up 
back and back and back in this ward. 
The consultant’s response was "What are 
you doing back here? I’ve told you 
already to stop drinking man, why don’t 
you stop drinking?" Colin said he 
thought "this is a different type of illness 
- if he’s not mentally ill and he knows 
that drinking is hurting him, why does 


he keep doing it?" Thus began his 
interest in addiction. 

It is very intriguing that there are people 
whose lives are very well ordered in many 
ways, who have been able to make 
decisions for themselves and for others and 
who are very successful - so why are they 
unable to manage a little molecule such as 
ethyl alcohol? It’s quite intriguing as to 
why that should be. 

I was influenced early on by the work 
of George Vaillant who was an 
epidemiologist but also a trained card- 
carrying psychoanalyst. He inherited two 
very rich cohorts of men already in follow¬ 
up. One was a group of Boston downtown 
boys and the other were new entrants to 
Harvard University. His team collected data 
that was relevant in the 1940s to the 
predominant mode of thinking about 
psychiatry and indeed addictions, namely 
psychoanalysis. 

They collected data on potty training, 
relations with mother, early school days, 
breast feeding and they looked at how they 
could predict the outcomes of these men in 
later life. The men have now been 
followed up into their 60s and beyond. It 
appears that while there are a few people 
who get into alcoholism on a train of 
personality disturbance and early childhood 
disruption and chaotic teenage life, there is 
also a very distinct group who are extrovert, 
successful and outgoing. Amongst the 
Harvard graduates, many of the heaviest 
drinkers were the most successful students 
and many continue to be successful into 
their middle lives. 


Isn’t there a relationship between risk¬ 
taking behaviour and success? 

Ah, it’s a fascinating point - creativity and 
genetics. That’s why we shouldn’t breed 
risk-taking genes out of the population. 


There have been culture shifts with 
regard to the aetiology of addiction 
though, haven’t there? 

When I came into the field the dominant 
mode whenever alcoholism was being 
treated near psychiatry was to look at the 
personality development and conflict in 
that person’s mental life - guilt, 
embarrassment, painful memories, that he 
had to obliterate by drinking. The fact that 
these people had done and were still doing 
quite a lot of drinking which they 
thoroughly enjoyed tended to be 


That’s 
why we 
shouldn’t 
breed risk¬ 
taking 
genes out 
of the 
population 



overlooked by comparison with these 
much more interesting little nuggets of 
psychopathology for the psychiatrists. 

Are genetics important in the history of 
alcohol treatment? 

Well, there’s been a change there. When 
the initial twin studies and adoption studies 
were carried out there was a lot of 
scepticism. As usual there were the 
objections about the twins reared apart 
versus twins brought up together. But the 
weight of evidence, in particular the 
adoption studies in Scandinavia published 
in the 1960s & 1970s, showed that children 
born to biological mothers or fathers who 
had an alcohol problem but were adopted 
away at birth, in adulthood developed 
alcohol dependence almost to the same 
rate you would have expected if they’d 
been born and brought up by an alcoholic 
parent. 

That’s a very increased rate - about four 
times the expected rate for the general 
population. So that convinced many that 
there is a genetic component to some 
people’s alcoholism. Any of us working in 
the clinical area, like good psychiatrists, we 
ask for the family history and sure enough 
it keeps cropping up. 
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In the course of your career, what 
would you consider to be the major 
advances in alcohol treatment? 

Well, this is not going to sound very 
momentous to many readers, but what has 
pleased me most has been a dilution of a 
very erroneous misperception amongst 
psychiatrists of Alcoholics Anonymous. 

When I came into the field 30 years 
ago, it was very common for psychiatrists to 
dismiss AA as "another addiction" with "you 
must be pathological to want to spend the 
rest of your life going three times a week", 
and "y°u should help the person to recover 
from their pathology". But there’s another 
generation now, who have been influenced 
by Project Match for example, who are 
more open-minded, and haven’t been so 
damaged by a territorial approach to their 
subject. Instead, there’s now a generation 
of us who are more open to others’ views 
and approaches, and we’ll go on the 
evidence. 

Another change has been a few more 
leads on what might be the neuro- 
pharmacological basis to some of the loss 
of control and the development of 
withdrawal symptoms. 

We’re still on the edge of that, and the 
medications such as acamprosate, 
naltrexone, nalmafene that have evolved to 


date from animal work will never be the 
whole answer, but they can be part of it. 

What have you observed to be the 
challenges for the alcohol field in the 
last 30 years? 

The biggest challenge in the UK is that 
despite our efforts and increasing 
sophistication in how to treat people who 
come to clinics, and an expansion of the 
treatment services, we’ve made no impact 
at all on the death rate or the problems 
seen in hospital admissions and crime 
figures, public disorder etc. As your 
readers are well aware, this is probably 
related to the increasing use of alcohol in 
the population. 

In Britain we’ve been conspicuously 
unsuccessful in altering public attitudes 
and helping legislators to bring about 
legislation that would improve our nation’s 
handling of alcohol. Other nations have 
done better in this and there are examples 
from North America and Australia where 
alcoholic cirrhosis mortality rates have 
fallen. I think legislation can only move at 
the same time as public attitudes. In New 
South Wales for example, where 
consumption of alcohol has fallen over the 
last decade, it’s been not only the 
legislation about drink driving, which isn’t 
very different from ours, it’s been the 
increasing awareness of risk of detection 
which is effective. To bring that about you 
need government-led practices such as 
proper random breath testing, not testing- 
when-you’ve-got-one-tail-light-flickering, 
which is all that’s allowed in Britain. 

I remember random testing in New 
Zealand. There was a huge advertising 
campaign to make people aware. It 
was very common to be stopped and it 
was expected. Drink driving reduced 
because people wanted to avoid 
detection, rather than "I don’t think 
another drink would be good for me" 
or "I don’t want to kill anybody on the 
road". And if it comes down to that, it 
comes down to that... 

Well that’s the point and as you said it was 
accepted and people weren’t losing their 
tempers as the police asked for the 
window to be rolled down - it was an 
accepted part of life in New Zealand at that 
point. 

So you need the government 
supporting education measures that show 
that there is going to be detection, for 
example of drink driving or under age 
drinking. The police need to be 
adequately funded to undertake these 
measures. You need legislation that is 
going to be acted on. When we last 
looked, the number of police prosecutions 
here in Scotland for serving someone who 
is intoxicated, which is against the law, was 
only three in five years. 

What are the opportunities now for 
alcohol treatment? 

Well, in Scotland we have a feeling that the 
wind is blowing behind us for the first time 


in a while. For example, my colleague 
Peter Rice took along to the Scottish 
parliament sub-committee on drugs and 
alcohol, an empty 3 litre bottle of 8% white 
cider, which he’d been able to buy in the 
supermarket for under £2 - a loss leader 
that was at the front of the supermarket 
with the bread and milk. I can remember 
him putting the bottle down on the table 
and it was a nice moment - it prompted 
discussion. We’ve just had an 
announcement in our Scottish Sunday 
paper of our first minister saying that he is 
planning to do something constructive 
about the sale of alcohol in supermarkets. 

Although we’ve got changes in the 
licensing act, there hasn’t been a mention 
about sales in supermarkets. Yet, 
increasing numbers of our clients do all 
their drinking at home with what they can 
buy cheaply at supermarkets. So, Scotland 
has been courageous about smoking in 
public, and I think there’s going to be 
some courageous moves now by our 
parliament with regard to alcohol. 

Though it may be changing in Scotland, 
why do you think there has been little 
political will behind alcohol treatment 
compared with drugs? 

There are a number of possible reasons. 
Legislators and most of us don’t use illegal 
drugs, whereas most of us do use alcohol. 
Also I think that the alcohol industry is very 
eloquent and very skilled in a charming 
way often, at influencing attitudes, and has 
convinced a lot of people that there need 
only be education - in time public 
education will surely work. 

When we’re treating alcoholism we 
don’t just sit back and pray for a miracle, 
we have to take some concrete steps. The 
concrete steps that would need to be taken 
would reduce overall sales of alcoholic 
beverages in this country. For example, 
price rises have an effect, particularly 
amongst the heaviest drinkers and 
amongst young people. 

With this evidence, surely it’s 
indefensible to continue to avoid 
increasing taxation when there’s very 
clear evidence that your key groups are 
going to be reached by that action. 
That’s right! 

Finally, what would you like the field to 
look like in ten years’ time? 

I’d like to see the cirrhosis rates begin to 
diminish in 2006. I’d like to see a 
continued expansion of the very skilled 
specialist nurse working in health centres 
with general practitioners who are skilled 
in detection and management of alcohol 
problems. I’d like to see an attitude 
change so that 18 year-olds think that 
getting drunk isn’t cool. Certainly some 
increase in taxation will have to come 
about, given the continuing rise in 
disposable income in the population in 
these coming years. 

These are some fairly achievable goals, 

I think. ■ 


We’ve 
made no 
impact at 
all on 
death rates 
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Pain and substance misuse: 
improving the patient experience 

A consensus document for consultation 



THIS consensus document follows the earlier publication, in March 2005, 
"Recommendations for the appropriate use of opioids for persistent 
non-cancer pain" as it had become apparent that there were specific 
issues relating to addiction and pain management, both being common 
in the general population. Both are complex neuro-biological 
phenomena, with significant affective and cognitive, as well as social 
and environmental, influences and therefore an understanding of the 
pharmacology of commonly misused substances and treatments for 
addiction is essential to the effective management of pain in the 
addicted patient. 

This document does not attempt to produce a set of clinical 
guidelines for the management of pain and substance misuse/addiction 
but provides recommendations for best practice and for improving the 
patient experience. 

A multidisciplinary consensus group (membership listed below), 
from the fields of pain management and addiction, chaired by Dr Cathy 
Stannard of the BPS, came together to identify elements of good 
practice in the management of pain and in the prescription of opioid 
drugs. The aim of the document is to provide non-specialists with 
appropriate information to assess the needs of, and manage pain in, 
patients who are or have previously been substance misusers, to give 
guidance on models of collaborative working among relevant 
healthcare professionals, and to improve practice in managing this 
group of patients with complex need. 

This document considers the epidemiology of pain and of substance 
misuse, the relevant neurobiology and pharmacology as well as 
definitions, legal requirements and therapeutic interventions to inform 
clinicians on improved practice. 

It further examines the issues as they relate to both acute and 
chronic pain, as well as special populations, recognising that each 
requires different clinical management. 

It is intended that there will be an accompanying patient 
information leaflet to support patients at risk of substance misuse in 
making informed treatment choices about pain control. The leaflet is 
to be contained in the next draft of this document. Research evidence is 
referenced, where such evidence is available. However, the lack of 
research evidence available to inform this topic is noteworthy. 

This document was released in draft form, for consultation, at the 
Annual Scientific Meeting of the British Pain Society in April 2006. The 
same draft was discussed in a workshop at the Royal College of 
Psychiatrists Faculty of Addiction Annual Meeting in Prague, in May. A 
further draft, incorporating the feedback from both meetings, is 
available on the British Pain Society website: www.britishpainsociety.org 

It is intended that the redraft will be subject to a further three 
months' consultation, via the website, and formal submission to NICE, 
MHRA, HCC, RCPSYCH, RCGP, and ACMD. It is anticipated that the final 
revision, together with the Royal Colleges' endorsements, will be 
available for the Annual Scientific Meeting of the British Pain Society in 
Spring 2007. 

We have particularly structured the launch of this document to gain 
as much feedback as possible prior to the final publication in early 2007. 
Therefore I would encourage you to access the website and send any 
comments to jmyles@sgul.ac.uk 

Dr Judith Myles Senior Lecturer/Consultant Psychiatrist St George's 
University o f London and South West London & St George's Mental 
Health NHS Trust 

Membership of group and expert contributors 

Chair and Editor Dr Cathy Stannard The British Pain Society 

Members of the Consensus Group 

Dr Beverly Collett The British Pain Society 

Dr Mark Daglish University of Bristol 

Dr Clare Gerada Royal College of General Practitioners 

Dr Judy Myles Faculty of Addictions, Royal College of Psychiatrists 

Mrs Kay Roberts Home Office Advisory Council on the Misuse of Drugs 

Dr Brian Stevenson Addiction Medicine, Leicester 

Dr Amanda C de C Williams The British Pain Society 

Dr Simon Willis Head of Wessex Drug & Medicines Information Centre 

The group gratefully acknowledges contribution from 

Dr Lesley Colvin University of Edinburgh 

Dr Mary Hepburn University of Glasgow 

Professor Steven Hunt University College London 

Mr Dave Marteau Department of Health (Prison Health) 

Dr Bill Noble University of Sheffield 

Ms Jan Palmer Department of Health (Prison Health) 

Dr Tony Pickering University of Bristol 

Dr Mary Piper Senior Public Health Advisor, Department of Health 
(Prison Health) 

Dr Andrew Rice Imperial College, London 


5th annual addiction psychiatry meeting 
appointed consultants in Manchester- 


W ho would have 
thought it? The 
country became 
obsessed with 

anatomy of the small bones of 
the foot. Medical students from 
time immemorial would have lost 
any enthusiasm for the foot. 

After all, it is the furthest bit and 
after swatting for those anatomy 
vivas, other areas of the body, 
head, abdo, thorax, and such like, 
cribbing up names of bones, 
ligaments, grooves and joints of 
the foot seemed to have been 
less appealing than the Med 
Students Bar. However on 7 June, 
the media was concerned about a 
particular bone in the foot, a 
metatarsal. This belonged to 
Wayne Rooney. He had a scan 
and after much deliberation he 
was allowed to join the boys in 
Germany. As Rooney left 
Manchester in his private jet, 

SCAN (of a different sort) 
descended on Manchester in the 
guise of the 'Fifth Annual 
Addiction Psychiatry Meeting for 
Specialist Registrars & Newly 
Appointed Consultants.' 

The hotel was positioned well 
close to Chinatown. If the food 
wasn't up to standard one had 
the option of getting dim sum 
from over the road - but this was 
not the case. It was fantastic, the 
beds were comfortable and the 
temperatures hit 26 degrees - a 
really good stay. I had visions of 
Mancunian freaky weather, rain 
and sleet in June, and was 
surprised that there was no hint 
of a cloud in the sky, perhaps the 
product of climate change. 

But I digress, I imagine other 
than the educational content of 
this conference, it is an important 
place to take the N out SCAN and 
truly network. As an SpR 
attending the meeting, this is an 
opportunity to catch up on 
friends and foes, celebrate, 
commiserate and just basically 
gossip. 

With regard to the content 
of the conference there were very 
relevant parallel themes. From 
the comedy duo act of Nadir 
Omara and Irma Beyers who 
started on the 1st January 2006 in 
their first Addiction Consultant 
jobs, to the seasoned approach 
from Colin Drummond on his 
personal perspective on being a 


consultant addiction psychiatrist, 
these reflections allowed one who 
is due to think about looking for 
jobs to consider the importance of 
planning and finding how a job 
can work for you and vice versa. 

As the boundaries between 
addictions treatment and criminal 
justice become more blurred in 
the name of partnerships, Tom 
Carnwath's account of the prison 
health care setting gave an 
essential outlook in this area. 

Piers Benn was able to give 
coherent arguments about the 
philosophical construction and 
discrimination between ideas of 
psychopathy, addiction and 
control. The battle between the 
disease model and social construct 
continues. 

The other theme was 
women's health and pregnancy. 
Judy Myles gave a very good 
description of the BAP guidelines 
that she contributed to and the 
evidence base in this field. We 
then heard from Faye MacRory, 
who as a consultant midwife, 
gave an honest account of her 
role in the Manchester Drug 
Service, which was entertaining 
and thought provoking. 

The ceremonial handover of 
SpR Chair culminated in one of 
the fastest democratic transitions - 
within two minutes as Sue Galea 
offered herself to this position 
unopposed. 

The conference dinner was 
held in a place called Beluga. I 
thought that we might have hit 
the jackpot and those bods at the 
Department of Health had 
emerged from their prodrome 
and their senses finally left them 
having agreed to supply ravenous 
doctors with caviar on tap. 
However this did not happen. 
Dinner was served in the 
basement, with a fixed choice, but 
in terms of mass production they 
did not disappoint. 

Alison Lowe was scheduled to 
present the day after the night 
before on her experience of 
setting up a Dual Diagnosis 
Service, and she gave a no- 
nonsense, clear approach upon 
how one would go about this and 
pitfalls to avoid. 

Our SCAN SpRs Sue Galea and 
Sally Braithwaite presented their 
survey of SpRs currently in 
addiction training. It was 
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Dr Susanna Galea 



for specialist registrars & newly- 
an SpR perspective 

fascinating to see how truly 
varied the jobs, on-calls and the 
training experience can be and it 
would be interesting to see how 
this changes with the foreboding 
new run-through grade. 

The conference finished with 
Sue Lewis talking about the 
Stimulant Service that has been 
set up in Manchester, a 'high 
crack area'. This was refreshing 
and relevant, and it was 


A fond farewell 

As my year as Specialist Registrar Chair for the Faculty of Addictions 
comes to an end, I would like to take this opportunity to reflect on 
some of my responsibilities in this role and how the year has 
progressed. 

My role as SpR Chair provided me with the opportunity to sit 
on the Faculty Executive Committee of the Faculty of Addictions at 
the Royal College of Psychiatrists. My responsibilities with the 
Faculty encouraged me to develop an active interest in issues 
affecting the addictions subspecialty, participate in a variety of 
projects such as working groups and represent the Faculty at 
meetings of other organisations. 

Another important responsibility as chair involved chairing the 
committee responsible for arranging the Annual Addiction 
Psychiatry Meeting for Specialist Registrars & Newly Appointed 
Consultants in conjunction with SCAN. This conference took place 
on 8-9 June 2006 at the Novotel 
Manchester Centre and received excellent 
feedback from those who attended. Over 
the past two years, SCAN has played an 
important role in supporting the SpRs with 
the organising of the SpR conference. An 
important aspect of my role involved liaison 
with SCAN in order to ensure a continuing 
successful partnership between the SpR 
network and SCAN. 

As SpR Chair, I endeavoured to 
communicate regularly with the SpR 
network and ensure that the network 
continues to develop. I hope I managed to foster close links within 
the network and address the needs of SpRs who are interested in 
the field of addictions or want to pursue it as a career. 

It is with great pleasure that I introduce Dr Susanna Galea, who 
will succeed me as SpR Chair. Sue is an SpR in the South Thames & 
St. George's Rotational Training Scheme and is currently completing 
her final year of training. She is well known to the Addiction SpR 
fraternity and excelled herself in her role as SCAN SpR and as one 
of the main organisers of the 2005 SpR and newly 
appointed consultants conference. Her 
enthusiasm did not wane after the conference 
and she remained involved in organising the 
most recent conference. I have no doubt she 
will continue to represent SpRs in an 
exemplary fashion. 

Dr Jeffrey Fehler, Outgoing SpR Chair 
Locum Consultant 
Hertfordshire Partnership NHS Trust 


Riott in the UK 

The Randomised Injectable Opioid Treatment Trial (RIOTT) trial is 
underway to compare the safety efficacy and cost effectiveness of 
supervised injectable opioid treatment (injectable methadone or heroin) 
with "optimised" oral methadone for individuals who continue to inject 
heroin regularly despite receiving oral methadone treatment. The trial is 
being co-ordinated at the National Addiction Centre, and is being 
conducted at newly established supervised injecting clinics. 

What is the rationale? 

Maintenance substitution treatment using oral methadone has been 
demonstrated to be effective for most heroin users entering treatment. 
However, there are some who do not benefit from such treatment. There 
is currently no consensus on how to best treat this group of patients. One 
response has been the prescribing of injectable opioids - heroin and 
methadone - but there is limited evidence for its efficacy Injectable 
treatment has been an exclusively British feature of drug treatment (albeit 
a small one and dispensed without supervision) for over 40 years but the 
numbers receiving injectable opioid treatment have been steadily 
diminishing in recent years. Today, less than 5% of all heroin users in 
treatment receive injectable maintenance - it is a form of treatment that 
has almost disappeared. In contrast, there has been a recent expansion of 
supervised injectable heroin treatment programs under trial conditions in 
a number of European and North American cities. Heroin treatment has 
been suggested as a solution to a variety of heroin-related problems, 
although the evidence regarding the safety, efficacy and cost effectiveness 
of this treatment approach remains equivocal. 

Why now? 

Recently, the government called for more heroin prescribing for all those 
with a clinical need and the establishment of new "European style" 
supervised injecting clinics. Recent guidance from the National Treatment 
Agency (NTA) recommends that injectable opiate treatment should be a 
second line treatment for those patients in high-quality oral methadone 
treatment who nevertheless continue to regularly inject heroin, and that 
injectable opiate treatment be initiated in newly-developed supervised 
injecting clinics. 

What will the RIOTT trial study? 

The trial aims to examine whether a selected group of patients (not 
responding to current oral methadone treatment) receiving injectable 
heroin or injectable methadone treatment, will make greater reductions in 
their illicit heroin use (and other drug use and criminal activity, and 
greater improvements in their health and social functioning), than if 
provided with optimised oral methadone treatment. In addition, that 
providing injectable heroin or injectable methadone results in a greater 
economic benefit per extra unit of resource invested in the treatment, 
than only offering optimised oral methadone. One hundred and fifty 
clients not responding to their current oral methadone treatment will be 
recruited and randomly allocated to receive either a) optimised oral 
methadone, b) supervised injectable methadone or c) supervised 
injectable heroin at newly established supervised injectable clinics (funded 
by the NTA) around the county for six months. All injecting is supervised 
and clinics are open 7 days a week in order to facilitate this. In October 
2005 recruitment to the trial at the first established supervised injecting 
clinic began. Recruitment is expected to be completed early next year. 
Results should be available in June 2008. 

What will we learn from the RIOTT trial? 

The trial is funded by the Community Fund (now called The Big Lottery) 
and Action on Addiction, and has clinical funding support from the NTA, 
Home Office and local commissioners. As the findings emerge it will help 
us, both as clinicians and as policy makers, to respond optimally to this 
patient group - whether we should concentrate on optimising oral 
methadone treatment for such patients (e.g. encouraging high doses, 
supervised dosing, psychological interventions, and regular attendance), 
or whether such patients should be treated with injected methadone or 
injected heroin in newly developed supervised injecting clinics. 

Dr Nicola Metrebian Senior Researcher National Addiction Centre Institute 
of Psychiatry, Kings College London 


particularly useful for those who 
work in services that treat 
predominately opiate-dependent 
patients. 

This was my first SpR 
conference and I found it very 
enjoyable. The hard work from 
the organising committee was 
evident. 

Well Done Guys! 

Bhagat Sharma SpR, Hertfordshire 
Partnership NHS Trust 
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RESEARCH 


ETHICS 


Research network 


page 1 -» research nationally, and help the field to 

capitalise on the new government funding for 
clinical research. 

A recent review of research funding found 
that addiction research receives about £3.5m 
per annum, or 9% of the total research spend 
on mental health. 1 So addiction is already a 
significant player in the national context. 
However, until now there has been little 
strategic direction for addiction research 
funding, and no formal collaborative group in 
addictions. Also £3.5m is a tiny proportion of 
the national spend on dealing with the 
problems caused by addictions: less than 0.5% 
of the spending on treatment for drug and 
alcohol problems in England (currently 
estimated at approximately £560m and £217m 
pa respectively). We have much to learn about 
the benefits of a strategic approach to addiction 
research funding from other countries such as 
the US, Holland and Germany in this respect. 

The main task of the research group will be 
to identify and develop collaborative research 
grant applications for external funding from the 
Medical Research Council, Department of 
Health/NHS R&D and other appropriate 
funding bodies. It is hoped that for the first 
time this will allow a more strategic approach 
to addiction treatment research, as well as 
fostering a culture of collaboration. 

From the outset it was intended that TARG 
should develop strong links with SCAN and the 
wider network of clinicians in the field. 

Through SCAN, TARG will be seeking to 
identify clinicians who are willing to participate 
in collaborative research and any special 
interests or service models they have. Part of 
the programme for this year’s national SCAN 
conference in Manchester in September (28th- 
29th) will be devoted to discussing the role and 
function of the research network and 
identifying ways of maximising its impact and 
effectiveness. We also intend to develop part of 
the SCAN website to provide further 
information on the work of TARG. 

This is a very significant and exciting step 
forward for addiction research. While it is still 
at a very early stage of development, TARG can 
only help to promote addiction research as a 
national priority. We have already submitted a 
response to the Treasury’s consultation on 
priorities for science and technology in the UK, 


which was noted in the final report. We 
highlighted the considerable problems caused 
by addictions and the need for a coordinated 
strategy for addiction research to guide service 
innovation, development and delivery, as well 
as the need for a greater proportion of the 
country’s spend on addiction going into 
research and development. Many of the 
members of the group also contributed to the 
DTI’s Foresight review of Brain Science, 
Addiction and Drugs. 2 TARG will use every 
opportunity to highlight the need for more 
research on addictions, as well as encouraging 
wider participation in research in the field. 

Colin Drummond, SCAN Lead 


REFERENCES ' 

1 Mental Health Research Funders Group 
(2005) Strategic Analysis of UK Mental Health 
Research Funding. Department of Health, 
London. 

2 http://www.foresight.gov.uk/Brain_Science_ 
Addiction_and_Drugs/index.html 
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New developments for SCAN website 

The SCAN website is changing. As we develop closer links with other professional groups, it 
has become increasingly important to facilitate information-sharing and many pages - 
including most of the networks and resources - have been opened up to the public. 

Regional contacts details for the Royal College of Psychiatrists' Faculty of Addictions, the 
Royal College of General Practitioners' Substance Misuse Unit and NTA regional managers can 
be viewed by clicking on the regions of the UK map under 'Networks'. Contacts for Scotland, 
Wales, Northern Ireland and the Republic of Ireland are also available. 

The discussion forum, consultations, surveys and fellowships pages continue to be 
available only to addiction psychiatrists who have registered with the site. 

With our web builder, we have designed a new homepage using a 'Content Management 
System'. It lets us upload our own content. This doesn't mean we're now web experts - the 
interface looks much like Microsoft Word with extra buttons. We hope you feel encouraged 
to visit the site more regularly, to check updates on your way to the discussion forum... or on 
your way to the ever-improving publication store. 

As the store has grown, searching for publications has become unwieldy and laborious. 
Soon, we hope, you will be able to search for publications by year, author, title and keywords. 

The presentation of documents will be more pleasing on the eye and the whole store 
more user-friendly. 

The new features will arrive towards the end of the summer. Watch this space! 
www.scan.uk.net 



Dilemma 

Dear Colleagues, 

I was wondering if any of you had 
views about this particular scenario 
concerning driving and methadone 
use. 

I have recently seen a client who 
has been stabilised on 120ml of 
methadone, after many years of heavy 
use of injected opiates. He still uses 
alcohol excessively, within a loosely 
social' context, and occasionally 
produces a positive urine. He is a high- 
functioning individual and despite his 
drug habit, manages to hold down a 
well-paid job as a construction 
manager, which involves and requires 
him to drive between sites. The DVLA 
literature quite explicitly states that 
persistent use of, or dependency on, 
these substances, confirmed by 
medical enquiry, will lead to licence 
refusal or revocation until a minimum 
period of 12 months free of such use 
has been attained. 

My question is, how strict or 
lenient should we be about the 
occasional positive urine screen - 
particularly during the period of 
stabilization - and particularly if the 
patient themselves reports little in the 
way of sedation/poor concentration? 
How willing should we be to interpret 
the law literally without due 
consideration of the wider social 
context such as his potential loss of 
work and possible disengagement? 

Consultant psychiatrist in addiction 
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Medical Defence Union advice 

PEOPLE are legally obliged to tell the DVLA if they have a condition that 
could affect their ability to drive. The DVLA guidelines for doctors state that 
persistent alcohol or drug use or dependency would usually lead to a 
person losing their licence and needing to prove their fitness to drive before 
reapplying (http://www.dvla.gov.uk/at_a_glance/whatJs.htm). The DVLA 
notes that people who are complying fully with a consultant supervised 
oral Methadone maintenance programme may have a licence subject to 
"favourable assessment and, normally, annual medical review". However, it 
goes on to state that, "There should be no evidence of continuing use of 
other substances, including cannabis." 

Your professional responsibilities are laid down by the General Medical 
Council (GMC) confidentiality guidance, which includes a Q&A about 
disclosing information to the DVLA (www.gmc-uk.org). It states that where 
patients have a condition which might impair their ability to drive, doctors 
should explain that the patient has a legal duty to inform the DVLA about 
their condition. It states: 

"If patients refuse to accept the diagnosis or the effect of the condition 
on their ability to drive, you can suggest that the patients seek a second 
opinion, and make appropriate arrangements for the patients to do so. You 
should advise patients not to drive until the second opinion has been 
obtained. 

"If patients continue to drive when they may not be fit to do so, you 


should make every reasonable effort to persuade them to stop. This may 
include telling their next of kin, if they agree you may do so. 

"If you do not manage to persuade patients to stop driving, or you are 
given or find evidence that a patient is continuing to drive contrary to 
advice, you should disclose relevant medical information immediately, in 
confidence, to the medical adviser at the DVLA. 

"Before giving information to the DVLA you should try to inform the 
patient of your decision to do so. Once the DVLA has been informed, you 
should also write to the patient, to confirm that a disclosure has been 
made." 

Where you are uncertain about the effects of a condition on a patient's 
ability to drive it can be helpful to discuss the issues with a DVLA medical 
adviser, without disclosing the patient's identity, in the first instance. You 
might also consider the need for an independent medical assessment by 
the DVLA. 

Ultimately the decision to inform the DVLA rests with you. If, after 
discussion with the patient, you were to decide not to inform the DVLA, 
you would need to be able to justify that decision. Bear in mind that your 
justification may not be accepted, for example, by the GMC, and you could 
be vulnerable to criticism at a later date. It is important to make notes of all 
your discussions with the patient and the DVLA in the records. 

Dr Paul Colbrook, MDU medico-legal adviser 
© copyright MDU 2006 


Commentary on Driving and Methadone Use - DVLA response 

^ ALL UK licence holders have a legal obligation under the 1988 Road 
Traffic Act to notify DVLA if they have a "relevant disability" which makes 
them a likely source of danger on the roads. These legal obligations rest 
with the licence holder to notify but doctors carry a duty of care to advise 
their patients of that legal obligation. The GMC provides guidance 
whereby, under exceptional circumstances, direct notification by a clinician 
to DVLA should be undertaken. The persistent misuse of drugs (and/or 
alcohol) is a legal bar to holding a driving licence (The Motor Vehicles 
(Driving Licences) Regulations 1999) in the UK. This accords with the EU 
Directive on the same topic. In practice, the implementation of the law 
pertaining to medical licensing standards is undertaken on the basis of 
guidance from the Secretary of State's Honorary Medical Advisory Panel 
on Alcohol, Drugs and Substance Misuse and Driving. The Panel, which 
includes specialists in the field of alcohol and drug dependence, 
recommends a minimum 1 year period free from opiate dependence 
before ordinary (car) licensing can be considered. A longer 3 year period 
drug free is recommended for those holding lorry and/or bus licences 
(Group 2). Those car drivers maintained on methadone treatment can be 
considered for licensing once they have been established and maintained 
stable on such a programme for about a year and have remained free of 
all other substances, including cannabis, throughout that period. Regular 
random urine samples confirming such compliance would be expected. 
The use of IM or IV methadone is not considered compatible with the 
licensing standards, oral use only is expected. 

In the situation described, the patient continues to use heroin as 


evidenced by occasional positive urine tests and is also known to use 
alcohol "excessively", albeit within a "loosely social" context. There must 
therefore remain concern that the patient is not yet adequately stabilised 
on methadone and the additional likelihood of impairment from excessive 
alcohol intake should be considered relevant. It is unclear whether the 
patient has also developed an alcohol misuse/dependency problem which 
will itself be relevant for driver licensing. 

Despite a long history of heavy opiate use, the individual appears to 
have maintained satisfactory employment as a construction manager. This 
involves him driving between sites. The patient, and his doctors, need to 
be aware not only of the licensing regulations but also of these pertinent 
to Health and Safety Executive standards on building sites and the 
potential risk if people are likely to be under the influence of drugs. In 
addition, the driver's (and his employee's) insurance company requires 
notification of drug dependence; it is likely that his insurance would be 
invalidated in the event of a claim if his drug use was deemed 
contributory or causative of an accident. 

The patient has a clear legal duty to notify DVLA and to cease driving 
until he has managed to maintain stability and compliance on the oral 
methadone treatment programme and can satisfy the medical licensing 
standards. The patient should be made fully aware of his legal 
responsibilities and duties but offered practical support eg provision of taxi 
services to enable him to continue his career, where possible, within the 
limitation of any additional HSE regulations. 

Dr H G Major MB BS BSc, Senior Medical Adviser, Drivers' Medical 
Development Group, DVLA 


— r J A specialist's response 


YOU describe a man who is being prescribed 120mg of methadone who is 
drinking heavily and occasionally using other drugs who has a past history 
prior to this of many years of injected opiates. You state that he is stable 
and high functioning and you wonder how lenient you should be with 
reference to DVLA guidance. I would be of the view that you simply have a 
responsibility to report the facts as known to you and that you cannot in any 
way modify the facts as known to you. Firstly it is important that he knows 
his responsibility, in the first year, whether he is using any other medications 
he would not be entitled to hold a driving licence. In my view if he has 



repeated episodes of use on top of his prescribed drug use during that year 
then it would disqualify him from holding a licence until he had 
demonstrated that he could refrain from 'on top' use on a sustained basis. 

You ask about our role in interpreting the law. It is not our role or duty 
to do this; it is firstly important that you fully inform him of his responsibility 
and fully document this in the notes. If you do not have immediate concerns 
about his performance I would not pursue it further except where it is 
drawn to your attention by him that he is driving, then I would re-inform 
him of his duty to report his current medical state. I would also advise him 
that should he require a report in the future, that use of non-prescribed 
drugs will result in the loss of a licence. My overall preference is to take a 
reasonably non-assertive approach on the reporting to the DVLA, unless 
safety issues become apparent, but to ensure that the individual patient fully 
understands the implication of driving without informing the DVLA or their 
insurance company. It is also important to ensure that they know that I have 
documented my concerns. On the issue of persistent use, people need to be 
aware that a repeat positive for cannabis in a patient on methadone will also 
result in a failure of their application for a licence. I do not think it is our role 
to determine mitigation or to interpret the law. In the last 15 years I have 
never had a patient who has dropped out of treatment over their driving 
licence. 

Dr Michael Farrell Consultant Psychiatrist in Addictions, South London and 
Maudsley Trust, Member of the Secretary of State for Transport's Honorary 
Medical Advisory Panel on Alcohol, Drugs and Substance Misuse and Driving 


SCANbites | SUMMER 2006 9 





K H AT 


One of the first things a 
visitor to Hargeisa in 
Somaliland notices is the 
bright colours of the plastic 
bags choking the city’s few 
trees. In the semi-desert the 
trees provide welcome 
shelter from the scorching 
African sun, but most of 
their refreshing green-ness 
is strangled by the bags 
caught and twisted around 
every branch, thorn and 
leaf. 

The bags are just one 
aspect of the khat menace 
in Somaliland. 


T he thousands of Somali men 
who race to the khat market 
each morning appear to care 
little for the physical 
appearance of their town, which was 
virtually destroyed in the country's 
civil war in 1991. No sooner is the khat 
out of the bag, than the flimsy 
coloured bags are thrown into the 
street and blown by the warm breeze 
into the trees. 

As a journalism trainer working in 
Somaliland I was able to gain a 
unique insight into the effect of khat 
in that society. When I first arrived, it 
was taken as a given that training 
courses should only take place in the 
morning. As I later discovered by 
experimentation, any kind of activity 
beyond 2pm was virtually impossible. 
Even by midday, the concentration of 
most of my students would be 
slipping, with many of them asking to 
take frequent breaks or simply 
disappearing. 

The reason for the anxiety and 
the unexplained disappearances, I 
believe was that the khat users 
wanted only the first and therefore 
freshest khat as soon as it arrived in 
the market. The younger, fresher khat 
is the most appealing to the user, so 
the men are quick onto the streets 
when the first pick-up trucks sail into 
the city, horns blaring, fresh from 
meeting the first khat flight of the day 
at the airport, or from a race along 
bumpy roads to the Ethiopian border. 

The rest of the day for the men 
passes in darkened communal rooms, 
where they sit on colourful rugs and 
mats, chatting, drinking tea, and 
chewing. As a westerner I had an 
occasional privileged glimpse into 
these khat dens, but strictly speaking 
this is a male environment, where 
traditionally the elders gathered to 
discuss the community's problems and 
to democratically seek solutions. 

I was surprised to see that the 
management of Radio Hargeisa 
deemed it necessary to unashamedly 



How khat has changed Somaliland 


pitch a 'khat tent' in the garden. 

This provides an interesting 
insight into the role of khat in Somali 
society - that moderated use 
traditionally provided a thinking 
space, a chance to expand the mind 
into creative problem-solving, a place 
to dream. One of my trainees 
explained to me that when he has 
used khat he will redesign the city's 
entire telecommunications or 
sewerage network, only to wake up 
the next morning with his dreams in 
tatters, and a heavy head through 
lack of sleep. 

And this is where the problem lies 
with contemporary consumption of 
khat. After fifteen years of civil 
conflict, most of Somalia lies in ruins. 
It is one of the poorest countries in the 
world, where recent statistics 
suggested only 13% of children are in 
school. Somalia requires its 
population to be able to realise their 
plans for rebuilding the sewerage 
system, and not to merely talk about 
them. It struck me that in the face of 
such civil collapse, so many people 
have become bewildered by the scale 
of the challenge to rebuild the 
country, that khat has become the 
escape route, the safe space into 
which the men retreat. 

Although I did get some 
anecdotal evidence that young 
women were increasingly 
experimenting with the drug, it was 
by and large the men who used it. 
When travelling around the city in the 
afternoon, the usual scene was of 
large groups of men sitting in 
doorways, on mats, in coffee shops 
and outside the houses, chatting and 
waving their arms, green juice 
dribbling down their chins. All around 
them the women would be carrying 
huge bundles, chasing children. 


sweeping their doorsteps, doing the 
shopping, curiously selling the plastic 
bags full of khat and haggling with 
the men. Time and again my female 
students would tell me how their 
husbands were worse than useless by 
early afternoon. 

Although khat users did not seem 
to necessarily be prone to the sort of 
violence that alcohol can provoke, it 
certainly seemed to heighten the 
users' senses and make them agitated. 
I heard numerous stories of khat- 
chewing young militia men, deprived 
of the mature calming influence of a 
traditional male gathering to focus 
their mental stimulation, getting into 
arguments, flying into uncontrollable 
rages and killing people. It is well 
known that the warlords of the 
capital Mogadishu made sure that 
their young militia had a constant 
supply of khat to keep them in a 
permanently heightened state. 

With reports of up to one third of 
the Somaliland economy being tied in 
with the khat trade, it's difficult to see 
how it can be anything other than a 
drain on the nation's resources, 
particularly with most men only being 
productive for half of a normal 
working day. Khat has become such a 
problem simply because of the lack of 
structure in the society - civil war has 
destroyed families, homes and cities 
and made formal employment 
extremely hard to come by. If 
Somalia is ever to recover from its 
devastation it seems that the nation's 
preoccupation with khat needs to 
end. 


Celeste Hicks, journalist, and Dr Billy 
Boland, Specialist Registrar and Clinical 
Lecturer in addictive behaviour, 

St George's, University of London 
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REVIEW 


...in the review on auricular acupuncture... the studies used were criticisedfor poor methodological quality 



Systematic reviews 
in addiction research: 
from Cochrane to 
Confucius 

The commitment to evidence-based treatment in 
any branch of medicine is an admirable aspiration 
with obvious benefits to all involved in giving and 
receiving any treatment. 

In addition, the known benefits of creating 
and using systematic reviews to underpin sound 
evidence-based decisions have been around for a 
good couple of decades. Ever since Nobel prize 
winning biochemist Linus Pauling used selective 
quotes from the medical literature to "prove" his 
theory that vitamin C helps people live longer 
lives 1 and this fallacy was rather elegantly but 
devastatingly exposed by the application of a 
systematic review to the subject by Professor Paul 
Knipschild 2 ; the systematic review has since then 
pretty much secured its place as the "gold 
standard" way of analysing any evidence base. 

However, after looking at the current 
Cochrane Database for Systematic Reviews 3 for 
interventions in Addiction - one could ask 
whether the current systematic reviews available 
are really that comprehensive in helping one to 
make an effective clinical decision about an 
intervention. Currently there are several areas in 
Addiction where Cochrane has published reviews. 
The main areas are shown at the top of this page. 

The list looks impressive but on closer 
examination of the reviews in each section it is 
clear that there are several limitations in the 
conclusions of some of the reviews. 

One of the most striking problems in some of 
the reviews is paucity of primary studies for any 
particular intervention and in others the perennial 
problem of methodology and diversity of study 
design crops up which makes it difficult to 
compare "like with like" in forming a conclusion. 

By way of example, in the review on auricular 
acupuncture for cocaine dependence, the seven 
studies used were criticised for poor 
methodological quality and although they found 
no statistical difference with actual and sham 
acupuncture, moderate benefit or harm of using 


acupuncture was not ruled out by these results. 

In the review of buprenorphine for the 
management of opioid withdrawal, the 
conclusion is given that there is no significant 
difference between methadone and 
buprenorphine in terms of completion of 
treatment but this is based on four studies only. In 
another - the only systematic review on the role of 
the inpatient setting on detoxification from 
opiates - after applying the criteria, only one study 
could be found suitable for inclusion. Further¬ 
more, the review on oral naltrexone maintenance 
treatment for opioid dependence also drew 
limited conclusions and even described itself as 
"not an objective evaluation of naltrexone 
treatment in the field of opioid dependence." 

A major problem is the applicability of well- 
designed pure research to the real world of 
addiction and the inherent heterogeneity not only 
of addiction problems but also of the different 
intensities and contexts of regimes available as 
well as the variety of service provision 
internationally. In the two main studies that form 
all the reviews on preventative interventions for 
drug use, in the school based review for 
prevention of illicit drugs’ use, 28 of the 32 
studies used were from the USA, most being 
focused on 6-7th grade students. How transfer¬ 
able are this review’s conclusions to the UK 
setting and different ages and grades of students? 

As Kenneth Wells remarked 4 , the gold 
standard evidence required for creating a 
systematic review is a randomised controlled trial 
(RCT). RCTs evaluate "efficacy" i.e. whether a given 
intervention improves outcomes relative to a 
control or comparison condition. However they 
are often conducted under ideal or best practice 
conditions and have limitations for informing 
clinical decisions in more "typical" settings. 

Clinical and especially policy decisions 
should depend on data about interventions and 
their costs delivered in the real world and the 
"usual" care available i.e. "effectiveness" studies. 
They require longer term outcome information 
such as morbidity and societal costs as well as 
details about patient heterogeneity. This leaves a 
problem for many systematic reviews - most are 
assimilations of fairly short-term studies with few 
details about the participants involved and very 
few have looked at the issue of cost effectiveness. 

What is needed in the future is a broad 
research agenda that includes efficacy, 
effectiveness and hybrid studies that use features 
of both and that incorporate longer term 


Opioids 

Preventive interventions 
Pharmacological detoxification interventions 
Settings for detoxification 
Pharmacological maintenance interventions 
Psychosocial interventions 

Alcohol 

Preventive interventions 
Pharmacological interventions 
Psychosocial interventions 
Acute intoxication interventions 

Cocaine 

Preventive interventions 
Pharmacological interventions 
Psychosocial interventions 
Auricular acupuncture 

Amphetamine and similar stimulants 

Preventive interventions 
Pharmacological interventions 

Hallucinogens and Cannabis and Inhalants 

Preventive interventions 

Polydrug use 

Preventive interventions 
Psychosocial interventions 


outcomes such as morbidity and societal costs. 
This has already been started with the creation of 
the Campbell Collaboration 5 - a sibling of the 
Cochrane Collaboration, which creates and 
disseminates reviews of the effects of social and 
educational policies. 

However, the paucity of definite conclusions 
within addiction systematic reviews doesn’t need 
to be seen as a problem necessarily - it is really 
just an indication that addiction science is still in a 
relatively nascent stage of development compared 
to more established medical specialities. 

Such use of systematic reviews can highlight 
our ignorance but discovering a lack of 
information on a subject is, in itself, important 
and useful. 6 Scientific knowledge can accumulate 
only after what is known has been mapped out 
and by also acknowledging uncertainty about 
what isn’t. 7 Medical journals need to be willing to 
publish uncertain results, reducing the pressure 
on researchers to report their results as definitive 8 
and the likelihood of any publication bias towards 
the publication of significant studies. 

We need to create a culture comfortable with 
estimating and discussing uncertainty 9 - it might 
still be helpful to remember the words of 
Confucius: " When you know a thing, to hold that 
you know it; and when you do not know a thing, 
to allow that you do not know it - this is 
knowledge." 10 

Dr Sally Braithwaite, SpR in Addiction, and 
Tom Phillips, Consultant Nurse in Addiction 
Humber Mental Health Teaching NHS Trust 
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CONTINUING PROFESSIONAL DEVELOPMENT 




HOW IT ACTUALLY WORKS 


■ Continuing Professional Development 
Peer Group - Yorkshire & Humber 

C ontinuing Professional Development 
is the cornerstone of the appraisal 
and revalidation process and is an 
essential part of the clinical governance 
framework. We started our CPD peer group 
just over three years ago; this was within 12 
months of us all being appointed as 
consultants in addiction in the South 
Yorkshire area. During this time we have 
tried to optimise the experience and 
function of our group. The following article 
summarises our thoughts on CPD peer 
groups for addiction psychiatrists. 

We have identified two main themes to 
address: firstly the style or format of the 
group, and secondly the content of the 
sessions. The most important item in the 
format is the membership of the group - 
addiction psychiatrists! Two members of our 
group are the only addiction psychiatrists in 
their area; this would mean a local CPD 
group of general psychiatrists and one 
addiction psychiatrist. In view of this we 
decided a regional group of addiction 
psychiatrists would be preferable, with a 
maximum number of 5 members. This 
means we have a common understanding of 
issues within the field, whether clinical 
issues, commissioning problems or service 
delivery. We have been able to pool 
information and ideas, but most importantly 
provide a support network for each other, 
not just during the session but also between 
meetings. As a group we decided we 
wanted to meet more frequently than the 
required twice a year and therefore opted to 
meet every three months. We agreed to 
make the time during a supporting 
professional activity (PA)/non-fixed session 
and to protect, as much as possible, the 
time for a whole session. We book each 
session at the end of the last session to ring 
fence the time in our diaries as early as 
possible. 

An essential item to consider is the 
location for the meeting. We wanted to get 
away from the work environment to 
minimise distraction and maximise the 
enjoyment of the session. We decided on 
late lunch in a cafe/restaurant located 


conveniendy to all three of us. This would 
be interspersed with visits to one of our 
bases to see any service developments of 
interest, e.g. new premises. The core theme 
of our meetings had to be enjoyable to 
make it a useful learning environment and 
in an informal setting. 

Now to consider the content of our 
meetings! Obviously we need to address 
CPD and complete the relevant paperwork - 
this is pivotal to each meeting. We discuss 
our Personal Development Plans (PDPs) for 
the year, share information on how our 
objectives might be achieved and monitor 
their progress, including constructive 
criticism of the PDPs. We also use the time 
to discuss clinical issues, service 
developments and, over the past year in 
particular, issues around commissioning 
and the implications on service delivery. We 
feel these areas are a vital component to our 


professional development. It provides the 
opportunity to share protocols and 
information on training and conferences. 
Most importantly it is an opportunity to 
support one another and boost morale. It 
has provided a network of advice and 
support not just around CPD but a far wider 
remit, in a confidential manner. In the 
changing and challenging arena of the 
commissioner/provider relationship within 
our speciality we would strongly 
recommend a peer group with addiction 
only psychiatrists. Please feel free to contact 
us for further information. 

Dr Fleur Ashby, Consultant Psychiatrist in 
Addiction, Barnsley Primary Care Trust, Dr 
Nav Ahluwalia, Consultant Psychiatrist in 
Addiction, Rotherham Primary Care Trust, 

Dr Olawale Lagundoye, Consultant 
Psychiatrist in Addiction, Sheffield Care Trust 


■ Curries, laughter and valuable hard work: a personal perspective. 

Our CPD peer group started three years ago after a London Drug Dependence Consultants' 
meeting when I secretly confessed to three colleagues outside the Home Office that I had never 
actually completed a form E. In the meeting we had just emerged from, a colleague had been 
extolling the virtues of CPD, and I had been reminded of the festering pile of papers in my office 
that constituted my CPD records. To my amazement, my colleagues admitted that they too were in 
the same predicament and we decided to meet up the following week to complete our forms. 

Our first meeting (and all subsequent meetings) have been held in the evenings over a curry in my 
kitchen (the meal is freshly made but not by me!). When we sat down and actually tackled the 
paperwork, we found that all members of the group had completed more than enough hours of 
CPD and that it was the complexity (or tedium) of the form filling that had to be overcome. 

I initially nick-named the group "Bad Girls' CPD", but we have now abandoned this name so as not 
to offend the male pride of our two newest members! Our CPD meetings generally last from about 
7pm to 11 pm. My nine year old son usually pops in to see what all the laughter is about. We share 
many clinical problems and discuss various aspects of our jobs, but it is my role to chivvy everyone 
along in sorting out the actual business of recording our CPD, monitoring each other's plans and 
reviewing progress. That is not to say that the social support of our meetings is unimportant - this 
is one of the features that we all agree is vital. 

One of our main struggles was with the documentation provided by the Royal College of 
Psychiatrists, some of which is not easy to follow and appears to have been modelled on the Inland 
Revenue style of information gathering. Our group have adapted the forms to our own needs (this 
is allowed by the College) except for form E, which we are all obliged to complete. 

I am aware that many people rightly see CPD peer group meetings as an activity which should be 
encompassed within the working day. However, rushing to daytime meetings at other centres with 
my mobile phone ringing and the school run looming was not conducive to concentrating on the 
subject at hand. As a part-time consultant who values her free time, my first choice would not 
necessarily have been an out-of-hours meeting. Indeed, if I had been told that I had to attend an 
evening meeting I would have been outraged! However, I have found it to be an enjoyable way of 
completing the dreaded forms and catching up with friends at the same time. 

Dr Sally Porter, Consultant Psychiatrist in Addiction, South London and Maudsley NHS Trust 
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Harm reduction Canadian style 

DR HENRIETTA BOWDEN-JONES CONSULTANT PSYCHIATRIST WESTMINSTER SUBSTANCE MISUSE SERVICES 


■ The Royal College of Psychiatrists CPD 
programme: a brief definition 

I n order to remain in good standing for CPD, 
members must undertake a minimum of 50 
hours of formal CPD each year: aiming for 
30 hours of internal CPD and 20 hours of 
external. 

A Personal Development Plan (PDP) is the 
mechanism for achieving CPD objectives, a 
series of personal statements linked to the 
individual objectives that the psychiatrist has 
identified to improve the quality of the care to 
patients. Adoption of PDPs has provided a 
focus for CPD to be used in a forward-looking, 
prospective way that focuses on the needs, 
roles and activities of individual psychiatrists. 

A key element of the CPD system is 
participation in a peer group that will review 
each member's PDP ensure its appropriateness 
and identify practical ways in which the agreed 
objectives can be met. 

The group should meet regularly (at least 
twice a year) and individual PDPs should be 
reviewed and amended iteratively Peer groups 
should be self-selected; group size should 
usually be between three and six but may be 
as few as two or as many as eight. Members of 
peer groups may be colleagues working in the 
same organisation or the organisation from 
which a member has recently retired. 

Alternatively, they may all be from different 
organisations and/or include members in 
private or independent practice. The peer 
group may consist of members working in, or 
recently retired from, the same psychiatric 
specialty or sub-specialty or may include 
members from different specialties. In other 
words, the composition is in the hands of its 
members. 

What matters is that each individual has 
available objective opinion and support against 
which to test their plan and monitor progress 
in settings that permit a positive culture for 
learning. The peer group should provide a 
supportive yet challenging environment for all 
the members. 

Individuals should draft their own PDP 
prior to discussion within the peer group. The 
information generated during peer group 
meetings should also be recorded in the plan. 
At the conclusion of a PDP cycle, the peer 
group should sign off or internally validate a 
PDP Summary Sheet (Form E) for each 
participant. This sheet can then be submitted 
to the Royal College of Psychiatrists for 
external validation. 

It is the responsibility of each CPD 
participant to submit proposals to his or her 
peer group in respect of events / courses etc. 
and for the peer group to judge whether they 
are appropriate to his or her professional 
development. The responsibility for the 
approval of CPD activities for each CPD 
participant therefore lies with the peer group 
rather than the College centrally If an event is 
considered to be appropriate CPD members 
may claim one CPD hour for each hour of 
educational activity (excluding breaks, 
introductions and summaries) up to a 
maximum of six a day 

For information: RJackson@rcpsych.ac.uk or 
www.psychiatrycpd.co.uk/ 

Robert Jackson, Head of Postgraduate 
Education, The Royal College of Psychiatrists 


W hen the opportunity of 
a travelling fellowship 
was announced by 
SCAN a year ago, I knew 
that it was an 
opportunity not to be missed and despite 
my new consultant post and my one year 
old child both competing for attention and 
energy I decided to apply. 

As the addiction consultant for the 
Soho Rapid Access Clinic which looks after 
the homeless drug and alcohol dependent 
population of Westminster, I wanted to go 
somewhere which could inspire service 
development in my unit. The other half of 
my post is looking after inpatient 
detoxification beds for the residents of 
Kensington, Chelsea and Westminster so I 
also wanted to meet colleagues and talk 
about their detox facilities. 

I eventually stumbled upon my 
destination through the International 
Harm Reduction Association journal which 
published interesting work on the harm 
reduction services in Vancouver. After 
hearing that I had been awarded the 
bursary I spent a considerable amount of 
time working out a schedule of meetings 
and visits in order to maximise the four and 
a half working days I would spend there. I 
have written 4000 words about my trip 
which you will be able to read on the SCAN 
website. However, when I was asked to 
write a short article for SCANbites, I 
decided it would be better to write about 
one single interesting experience but do it 
in depth. What follows is the account of my 
visit to INSITE. 

At 8am on 6th April I am being driven to the 
famous INSITE, the safer injection site set 
up in 2003 as a pilot study with $1.5 million 
provided by the federal government to 
fund it and evaluate its effectiveness in 
reducing overdose deaths. 



The hope is that the project will also 
help reduce risk behaviours like needle 
sharing and public use of drugs as well as 
reducing the incidence of blood-borne 
virus transmission. My cab driver cannot 
believe people would come from the UK to 
visit a place like this one and for most of the 
trip he shakes his head and stares in the 
rear-view mirror, wondering what he was 
dealing with in the back seat. 

It is early morning and the cab leaves 
the familiar safe surroundings of the hotel 
taking me through a range of residential 
neighbourhoods. People everywhere are 
on their way to work. I try to imagine life in 
Vancouver as an addiction specialist and 
daydream for part of the trip until suddenly 
I am aware of an abrupt change in the 
cityscape. Here was poverty, recognisable 
across all political and geographical 
boundaries: the rubbish in the street; the 
endless cans of beer and empty bottles of 
cheap spirit; the human desolation of rows 
of men sitting on the steps of a needle 
exchange waiting for it to open; the used 
syringes carefully placed in Styrofoam cups 
adorning window ledges; the bundles of 
clothes inexplicably left on the sidewalk 
time and time again, a shoe here, a jacket 
there, by whom, one wondered, and why? 

As I got out of the cab I watched a 
group of men standing by an empty shop¬ 
front, their trouser legs pulled up to reveal 
a variety of wounds in need of dressing and 
urgent antibiotics. The men were silently 
picking at each other’s scabs in a makeshift 
approximation of the care they needed. 
The sight was memorable both for its 
repulsiveness but even more so for the 
normality of these actions to the group of 
men who must have been meeting on this 
street corner daily 

More vivid images ensued as I stood by 
the closed doors of the INSITE Project 
waiting for someone to let us in. By now I 
am part of a small group of drug workers 
and others invited for a tour of the project. 

Then I experienced something quite 
unforgettable. The pavements seem to 
have filled in the space of a few minutes 
with a sea of humanity that has spilt onto 
the street from the 15,000 single rooms 
occupied in this area by the drug users and 
the mentally ill and anyone else the city of 
Vancouver does not want to see on a daily 
basis. 

They are wandering aimlessly, some 
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Canada visit 

showing acute psychotic symptoms, 
others with clear extra-pyramidal side 
effects. Some are not mentally ill and are 
on their way to the methadone 
dispensing units mainly based in the area. 
Others are standing next to us attracted 
by the novelty of this group of people 
and curious to know what is going on. 
Sex workers finishing their shifts were 
obvious but otherwise there were very 
few women, and no children, anywhere 
to be seen. 

I stood there in silence and watched. 
Just this single experience, I thought to 
myself, would have made my trip 
memorable. Once inside the project I am 
struck by its modern efficiency We are 
led through a set of doors into a big room 
containing twelve injecting booths. A 
monitoring desk is positioned centrally, 
with two nurses in charge at all times, one 
drug worker, four project workers and 
two peers (drug users there to help 
clients feel at ease in the surroundings) 
who are all present at busy times. 

Clients can inject any drug they 
choose to bring with them and have up 
to an hour to do so in peace. They must 
however register at the front desk so that, 
in case of overdose, the staff know what 
the person has injected. 

It is open 18 hours a day and for the 
staff to witness three overdoses in the 
space of two hours is not considered 
unusual. Many women use the facility as 
they feel safe here and many fall asleep in 
the booths after their shifts as sex 
workers. Music plays at all times and 
during the busy hours staff play very fast 
tracks to encourage clients to inject at 
higher speed. Apparently it works, and 
when you have a turnover of 800 clients 
per day one can see their point. After our 
talk we were taken to the chill-out lounge 
where people can have fruit juices and 
talk to counsellors and have their ulcers 
medicated in the nearby treatment room. 

INSITE has four goals which it 
manages to successfully achieve: To 
decrease the number of overdose deaths, 
to increase referrals to detox, to improve 
health outcomes such as reducing the 
spread of blood-borne viruses, and to 
decrease public disorder by limiting drug 
use in public areas. 

The figures already show that clients 
are twice as likely to go to an inpatient 
detox unit than people who do not use 
INSITE but use drugs in a similar way 

The manager of the project ended 
by describing how marginalised the 
inhabitants of these single room 
occupancies are. She explained that in 
their part of town it was not uncommon 
to see people who had self-discharged 
from hospital walking around for days 
carrying drips attached to their arms such 
was their hurry to get away Some then 
use the set up to pour in all sorts of illegal 
substances and wheel them round 
Downtown Vancouver as they go about 
their daily business. 

I left for Canada thinking I could 
bring back a multitude of interventions 
and measures we could implement in 
London. I returned with the clear 
knowledge that what we are doing in 
England is of a high quality in terms of the 
way we look after alcohol and drug using 
patients from both a clinical and a human 
perspective. I am more aware now than 
ever of the importance of user and carer 
involvement in service development and 
of the need to disseminate services rather 
than clustering them in underprivileged 
areas. 


St Hilda’s 

Substance Misuse Service 


vm 


“Putting St Hilda’s Integrated 
Trust at the heart of the NHS” 


"Thanks to you all for 
attending the meeting 
today I’d particularly like to 
welcome Dr. Meek and Lucy 
Makepeace from our 
Addiction Services who 
haven’t attended the 
Clinical Governance 
committee before." John 
Merryband, the head of risk 
management for the trust, 
was well known for his 
similarity to the smiling 
executioner, a persona that 
brought on Lucy’s hives. 



Episode 8 GOVERNANCE HITS HACKWORTH - HARD! by Reg Measley, staff writer 


"This type of meeting always 
brings me out in a rash Chris. I 
hope we’ve got all our bases 
covered," Lucy whispered to 
Meek as he scanned the agenda 
items being circulated. 

"I’m not quite sure why we’ve 
been called-in myself - is that 
calamine lotion I can smell?" 

Meek was also becoming 
increasingly anxious as he’d just 
noticed that drug-related deaths 
were the main agenda item. "Lucy, 
has that calamine lotion got any 
alcohol in it? You might need it 
when you see this agenda!" 



"Thanks for attending the 
meeting, I hope you’ll be able to 
get back to us asap with the 
findings of your investigations - 
Friday should do!" Merryband 
snapped his folder shut and left 
Meek and Makepeace in the oak- 
panelled boardroom 
simultaneously scratching their 
arms, wondering what disaster 
had befallen them. 

"I know you clinicians can be 
pretty cavalier, but five deaths and 
not a single SUI report. This is 
totally unacceptable!" Lucy’s 
anxiety was starting to project 
blame in Meek’s direction. 

"Hold-on Luce. Firstly, I don’t 
quite understand why the DAT 
has reported the increase in the 
deaths directly to Merryband 
rather than us. And secondly, 
none of these names on this list 
are familiar to me. Let’s not get 
ahead of ourselves." Meek 
pondered the list circulated in the 
meeting now needing to be 
investigated. A glint of recognition 
began to shine in the corner of 


his eye; so bright was the sparkle, 
Lucy’s pending decline into full¬ 
blown tirade was halted. "What 
do you know, Lucy? Not wishing 
to jump to any conclusions, but 
looking at the dates of these 
incidents they are, well, almost 
exactly, co-terminus with the 
launch of Drug and Alcohol 
United Buses and there is more 
than a sniff of that wonder drug, 
Nogaine™, about this whole 
scenario. I’ve got supervision with 
Dr Doom tomorrow. Perhaps he 
can let us know how the 
Routemaster experiment is 
going." 



It had now been few months 
since the ‘innovative’ Drug and 
Alcohol United Buses treatment 
service had been up and running. 
Dr. de Op-zoom had not attended 
their last three supervision 
sessions with Meek. 

"Morning Dirk, how are 
things?" Meek was somewhat 
taken back by Dirk’s presentation 
- he was looking a bit under the 
weather. Not the earlier picture of 
rude health and over-confidence. 

"Shorrie, about the lorsht 
month’s zession - did not 
anticipate tha zheer demand vor 
Nogaine. Had a few problems 
whith ztaffing, you know, zo had 
to ztep into the breach mysheff." 

"Ah yes, Nogaine, I 
remember. This is your 
revolutionary new preparation. 
Just how does that work with the 
patients?" Meek tentatively began 
to broach the subject of the 
Nogaine enigma. 

"Er, veil is quite zimple really. 
Firstly, we publish the DAUB 


timetable in ze Hackworth 
Gazette and send copiez to the 
customerz referred to us - zo zey 
knowven ze DAUB ish in town." 

Meek still couldn’t 
understand how Op-zoom had 
snatched a treatment contract 
with the DAT from under his nose 
when it wasn’t exactly what you 
would call evidence-based. 
Probably something to do with 
style rather than content, he 
mused. 

"Vhen ze cutomerz arrive, ve 
explain ze effects of Nogaine and 
then off ve go..." he said in an up- 
and-away sort of way, with a 
swooshing hand movement. 

"Of you go!? Do you mean 
you observe them for a bit, rate 
the patients withdrawal, titrate 
the dose and so forth?" 

Dirk looked perplexed by 
Meek’s question. "No! Off we go - 
we set off vor ze next town. More 
customerz than time - don’t 
forget the ve’ve all got to meet 
our targetz!" 

Meek was rather taken aback 
by Dirk’s cavalier approach to 
clinical work, "Sorry, you do 
what... what about prescriptions, 
urine specimens, monitoring..." 

"Steady on matey. Ze DAT 
approves of our service no need 
to get, how do you say... a little 
zhirty vith me. Nogaine is 
prescribed very carefully, a 
precious commodity, expenzive 
you know. Ve calculate when ve’re 
next in town and give as many 
tabletz as the customerz need. 
Urine, er veil, thiz is eazy, our 
toilet on ze bus is broke, zmelly. 
But as ze prescribing costz have 
gone sky-high ze DAT haz 
wavered on ze need for ze 
toxicology as ze waiting times are 
zo short. One zing I did want to 
ask you Meek..." 
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Meek was staring, open- 
J mouthed towards Dirk" .. .are 
ze people of Hackworth, how 
do ve shay, a very anxious bunch - 
zhey do seem to need ze barrow 
loadz of ze benzodiazepimms to 
take home? Seems to vork almost 
as good as ze Nogaine!" 


"Chris, Lucy here... I’ve just 
had the DAT drug-related death co¬ 


ordinator on the phone - they’re 
interested in..." 

Meek interrupted, 
"Benzodiazepine prescriptions by 
any chance?" 

"How the hell did you know!?" 
Lucy marvelled. 

"Let’s just say we might have 
seen the back of Dr Doom." 


Confusion and 
bewilderment 

Our Spring issue included a summary 
of prescribing software. By assigning 
hearts rather than the intended f 
signs to each system we failed to 
indicate the relative cost of each 
system. Here is an abbreviation of 
what we should have said... 

££££ Ascribe Substance Misuse 
Prescriptions Manager 
tinyurl.com/dlcm3 - Expensive but 
with a very flexible front-end i.e. the 
screen you see and the things that 
can be done are very malleable. Has 
huge potential for reporting. 

£ Scriptbase tinyurl.com/cybon - 
Simple, straightforward, "does what 
it says on the tin", easy to use. Can 
be installed and run by virtually 
anyone with a bit of IT knowledge. 
Slight reporting potential. 

££ Advantage tinyurl.com/8edt7 
- a bolt-on to a PAS database. Is 
cumbersome to use and needs lots 
of initial training. Moderately 
expensive, as the company wants 
you to buy their PAS database even 
if you just use the bolt-on and has 
issues with future NHS IT 
compliance. Cumbersome reporting. 
£££ Poppie tinyurl.com/8edt7 - 
The successor to Advantage. Unsure 
where this is heading as website last 
updated in 2004. Unusable when 
seen in May 2005 
?£ MaraCIS tinyurl.com/a7x5h - 
this PAS, which we use, has had a 
mythical bolt-on for printing 
prescriptions promised for many 
years. It is still at the brochureware 
stage, as far as I am aware. 

£ Metabase - Old and dinky DOS 
based system, now virtually extinct. 
Quick once trained on it but very 
opaque. No significant reporting 
possibility. 

Methasoft - An offering originally 
from the USA that includes 
mechanical dispensing of 
methadone- this was not what we 
wanted so I cannot comment on it. 
Expensive, but you do not need to 
employ a pharmacist. 

A listing of who else might have 
software in this area that told the 
NTA about it: tinyurl.com/8kqhx 


NHS NEWSPEAK 


Survival Guide 

“NHS 


Newspeak 

7. Treatment effectiveness 



What do you think of all this effectiveness stuff then? Retention seems to be where it's at? 

My Grandfather had that once - very nasty, blew-up like a beach ball, suffered like hell. Wasn't till he got to 
hospital it all began to settle down. I can tell you it wasn't very effective for him. 

Wrong sort of retention, my friend. This is the idea that the longer you hold patients in treatment, the 
better they do. The NTA has specified targets for the retention of patients in treatment as a measure 
of effectiveness -12 weeks is the yardstick. Ideally, 85% of patients should stay in treatment for three 
months. 

My Grandad wouldn't have wanted people with catheters coming at him for 3 months. 

I can see that but this initiative is about drug treatment - holding patients in treatment for this length 
of time is good, any less is bad. And measuring the patients' time in treatment is a measure of 
effectiveness. Those areas not meeting the retention target may have clinical services reviewed, as 
poor retention equates to poor clinical practice. Retention is now part of the performance 
management process. 

How can the passage of time be a measure of quality? This suggests an emphasis on systems rather than people, 
leading to a trade off between quality and costs. All a bit retro 1970s management ethos to me. British Leyland 
had a similar approach to quality - their mantra was productivity rather than product. Do you ever see a Maxi or 
Marina on the road today? They all fell to bits in a couple of years. 

Don't give me Allegro! ... We must embrace anything which hopes to improve the lot of customers... 

I mean patients. Anyway where have you been? Night-classes in TQM ? 

Nothing wrong with self improvement! Unless clearly you are in treatment and improvement before the allotted 
3 month time scale is forbidden. 

You clearly don't know the research evidence on this. People who stay in treatment for more than 12 
weeks have better outcomes. It's the same finding the world over. Well, the US and UK at any rate. 

Yes, I know that. But I also heard that the number of storks spotted in the skies over Stockholm has been shown 
to correlate with the birth rate. But that is not the same as cause and effect, at least not when I last reviewed the 
'facts of life'. In NTORS and DATOS, people who stay in treatment for longer have better outcomes. But that 
doesn't mean that it was anything to do with the quality of the treatment. You need randomised controlled trials 
to show that. Has anyone done an RCT in NHS to prove this? How can you be so sure about all this? 

We have neither the time nor the money nor, frankly, the inclination to do the kind of arcane research 
you have in mind. Retention is one of these things where we just know it works. It's a given. OK? 

What would be wrong with measuring the quality of a treatment programme against an agreed set of standards 
supported by research evidence? Are all the staff properly trained and competent to deliver specific interventions? 
Are the interventions being provided evidence-based? Does the staff receive regular supervision? Does anyone 
try to objectively rate the quality of treatment delivery in a programme? Are the interventions appropriately 
matched to the patient's needs? How do the patients rate the staff, the treatment environment, the quality of 
the care? 

Ah, if only it was as simple as that. Validated measures of quality are few and far between, and no- 
one can agree on which one to use. So that's out for the time being. 

What about asking patients if they feel the treatment has helped them or if they feel any better? Isn't that what 
we normally do in medicine? Or is it a case of the operation was a great success, but unfortunately the patient 
died? 

Look. We need something hard to measure: facts, figures, statistics, dates, times, bums on seats. 
Otherwise how are we going to prove to the powers that be that we are doing a really good job to 
get even more money to do an even better job? If we ask patients how they feel, how do we know 
they are telling the truth? 

How do we know your retention statistics haven't come out of some porky pie computer programme? I can see 
it now. First there was computer generated scripts. Now we will have IT consultants competing to sell you a 
programme "something to help you meet your retention targets, sir" nudge, nudge, wink, wink, say no more. 

Some say: Never mind the quality, feel the length. 

We say: If you are going to play the game, first learn the rules. 
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LOCK YOUNG PEOPLE'S DRUG AND 
ALCOHOL SERVICE 10 YEARS OLD 

IN 1995, the first designated service in the UK 
for young people who suffer psychosocial and 
physical harm as a result of substance use was 
established in Stoke. It continues to thrive. 

Professor liana Crome and staff celebrated 
the 10th birthday of The Lock with a 
conference attended by nearly 100 delegates. 
Speakers included Lord Victor Adebowale, 
Chief Executive of Turning Point; Tom 
Aldridge, Young People’s Lead for the NTA; 
Professor Sue Bailey Registrar at the Royal 
College of Psychiatrists; Tony Beddow, Welsh 
Assembly Project on Policy for Young 
Substance Misusers; and Dr Tom Carnwath, 
author and consultant addiction psychiatrist. 

Recent estimates of substance use in 
schoolchildren indicate that roughly 1096 had 
taken drugs in the last month and 2096 in the 
last year. About 1096 were regular cigarette 
smokers and 2096 had drunk alcohol in the 
previous week. British children have some of 
the highest rates of substance use in Europe. 



CHALLENGING THE ANTI¬ 
METHADONE MOVEMENT IN RUSSIA 
- SCAN ADDS SUPPORT 

SCAN has added its support to a letter of 
concern issued by multiple organisations 
including the NTA and the UK Harm 
Reduction Alliance in response to the 
memorandum, "Say No to Methadone in 
the Russian Federation". 

The memorandum was published at 
the end of March 2005 in the Russian 
Medical Newspaper (Meditsinskaya 
Gazeta), republished in the journal Issues 
in Narcology, and distributed widely to 
drug treatment professionals across 
Eastern Europe and the former Soviet 
Union. 

The memorandum was signed by 
important figures in Russian medicine 
and government, including V N. Krasnov, 
Chair of the Russian Society of 
Psychiatrists, N. N. Ivanets, Director of 
the National Center on Addictions, and A. 
S. Kononets, Deputy Director of the 
Department of Corrections of the 
Russian Ministry of Justice. 

The letter of concern, issued on the 
occasion of the first regional HIV 
conference held in Moscow, indicates 
that the memorandum contains 
‘numerous factual errors’ including a 
claim that there is no evidence base for 
the use of methadone in the treatment of 
opiate dependence. The letter raises this 
issue against the backdrop of very high 
levels of HIV amongst drug users in 
Russia. 


FAREWELL TO TIRELESS FACULTY CHAIR 

DR Eilish Gilvarry this month completes her 
term of office as Chair of the Addictions 
Faculty of the Royal College of Psychiatrists. 
During her tenure she has worked tirelessly, 
looking after the interests of the Faculty both 
within and outside the College, and has done 
more than anyone to promote our specialism. 
This has been particularly important during a 
period when addiction psychiatry has been on 
the ‘endangered species’ list. Thanks to her 
help I believe we have now turned the corner, 
and we are in a much better place. She has 
been a huge support to SCAN since its 
inception, and has always been willing to offer 
wise advice and practical support. Of her 
many personal attributes, perhaps her 
greatest are her cool headedness in difficult 
situations and her ability to find imaginative 
ways to resolve disagreements. All of 
the above will be greatly missed. But 
she is not leaving us completely She 
will be leading an intercollegiate 
group to produce a report on 
alcohol misuse. The SCAN team 
would like to thank Eilish for all 
her support and we wish her all 
the best for the future. 

Prof Colin Drummond 
SCAN lead 



Source: International Harm Reduction 
Development Program, Open Society 
Institute 


Disclaimer: SCANbites does not contain official 
practice guidelines, nor is it an official information 
source. Therefore no liability is accepted for any loss 
or damage caused due to any action/inaction taken as 
a result of its contents (except for personal injury 
arising directly due to our negligence). Copyright in 
SCANbites belongs to the publishers and its licensors. 
All rights in SCANbites are reserved. 
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EVENTS 


NATIONAL 

SCAN National Conference 2006 

28-29 September 2006 Venue Radisson SAS Hotel, 
Manchester Airport 

Contact: Amy Wolstenholme, SCAN Administrator 
Tel: +44 (0)20 7261 8728 scan@nta-nhs.org.uk 

SSA Annual Symposium 2006 

02-03 November 2006 York Moat House 
Contact via the SSA website: 
www.addiction-ssa.org/ssa_10.htm 


REGIONAL 

London Drug Dependence Consultants’ Group 
Meeting 

13 September 2006 The LDDCG meets quarterly and 
its constituency is London addiction consultants. It is 
chaired on a rotational basis and is convened by 
Professor Hamid Ghodse. 

Contact: hghodse@sgul.ac.uk 

Hampshire Addiction Psychiatrists 

14 September 2006 This group is made up of career 
psychiatrists working in the addiction field in the 
Hampshire area. Consultants, associate specialists and 
staff grade doctors attend. It was initially set up to act as 
a PDP group but it is a useful forum for mutual support 
and information sharing. It meets four times a year. 
Contact: Dr John Crichton john.crichton@wht.nhs.uk 

South West Substance Misuse Specialists’ Group 

15 September 2006 The group meets quarterly, usually 
at a venue central to the region. A lunch is followed by 
a formal business meeting and an opportunity for 
education and informal networking. 

Contact: Dr Alison Battersby 
alison.battersby@pcs-tr.swest.nhs.uk 

Eastern Region Addiction Forum 

22 September 2006 The East Anglia consultants 1 group 
includes Specialist Registrars with a career interest in 
the addiction field. The group meets every 2-3 months 
in Cambridge, combines a teaching event (usually with 
an outside speaker) with informal networking. 

Contact: Dr Mervyn London 
mervyn.london@cambsmh.nhs.uk 



Royal College 
of Psychiatrists 


csa 

National Treatment Agency 
for Substance Misuse 

SCAN is funded by the Department of Health and 
jointly supported by the Department of Health, the 
Royal College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 
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